The remorseless tendency towards increasing specialization in medical practice has led many over the years to warn the profession ofthe continuing need for doctors to develop and sustain broad medical knowledge and clinical skills. Not only is such an approach necessary for the doctor to continue to be able to assess, treat and refer to others as necessary the diseases that concern him but it recognizes the importance ofan holistic approach to many such diseases. It also enables doctors to respond to common medical emergencies whatever their nature when necessary, albeit in the form offirst aid. Such training in the early stages of medical education can also enable the doctor to remain optimally pluripotential for as long as possible. Nevertheless, specialist excellence is obviously also essential and a balance needs to be struck. In the United Kingdom recognition of the importance of initial generic training along with special emphasis on the importance of clinical skills has long prevailed' (Recommendations on Basic Medical Education, Education Committee, General Medical Council 1980). In Europe a similar emphasis has recently arisen through promotion of the concept of the common trunk of early specialist training (European Community Recommendation on Specialist Training, 1986). 2 The Education Committee of the GMC has statutory responsibility for all stages ofmedical education in the UK. This has been the case in respect of basic medical education for very many years and in this context the Committee issues relevant Recommendations, periodically enquires of, visits and inspects medical schools and their final professional examinations and mounts educational conferences. The Committee's responsibility for postgraduate education is more recent, dating from 1979 and enshrined in the Medical Act of 1983. In this respect it is required to co-ordinate all stages of medical education and to ensure high standards of training and practice. It has also for long held the right to inspect examinations of those Royal Colleges and Faculties whose postgraduate diplomas it registers. The Colleges, Faculties and Joint Higher Training Committees in the UK have been involved for many years in developing their specific postgraduate specialist educational programmes and establishing related standards through such processes as entrance, intermediate or exit diplomas. These activities have widespread recognition and respect. The Joint Higher Training Committees have occasionally been perceived as placing too much emphasis on specialism and of setting up training requirements that are too rigid. This is one expression of the debate concerning the respective merits of generalism versus specialism.
None of these postgraduate educational bodies requires additional general training following full registration to practice (although such general training characterizes medical education in the UK up until this point) prior to entry to their specialist training programmes although the situation is unclear in respect of medicine itself. Thus, the Royal Colleges of Physicians in the UK regard specialization as only starting at senior registrar level and following conferment of membership (MRCP) of one or other of their Colleges feel strongly that the period of training required for entry to MRCP examinations is properly qualification apart from those very closely linked to the Royal Colleges of Physicians themselves. These Colleges feel strongly that the period of training requried for entry to MRCP examinations is properly called 'general professional training'. However, it is not 'general' in the sense of being suitable in itself for preparation for entry to other forms of higher specialist training, such as surgery, pathology, psychiatry, obstetrics and gynaecology. All such other specialties as these have their own training requirements at this stage of the doctor's career.
However, the Colleges responsible for training in these latter specialties have also in the past always used the term 'general professional training' to describe this period of early specialist training. Meanwhile, the Education Committee of the GMC, in the early stages of discharging its new responsibilities and after lengthy discussions with all those concerned, eventually concluded that this period of training was better called 'basic specialist training', that is preparation for higher specialist training, but that, paradoxically, it should be kept as truly 'general' as possible.
The terminology is less important than the validity of the concept. It is in the interest of the public and of ourjuniors and of our relationships with them that this be so.
Conclusions
Training at SHO level is sometimes an educational no-man's-land. For many of the specialties such training is not a requirement and the posts often exist because of manpower and service needs. They also inevitably exist within specialist areas of practice but need to offer further broad training in addition to carrying the supervised specialist responsibilities that such young doctors must also discharge when appointed to them. This further general training, when it arises within the SHO framework, should be similar in its content to that provided at pre-registration level, which also inevitably occurs within specialty practice, but compatible with the increasing maturity and responsibilities of the trainee, who by this time is a fully registered medical practitioner. General clinical training should provide the trainee with opportunities to consolidate, apply and extend knowledge acquired during the undergraduate medical course, and to develop further and refine the range of general professional skills and the attitudes appropriate to the practice of medicine. Supervised in-service, general clinical experience, with increasing responsibility for the care of patients, should predominate and be directed towards this end. However, some time should also be provided for private study and for attending courses of instruction on topics relevant to this stage of education.
2. General clinical training should enable the house officer:
(a) to understand the nature and implications of, and to make an appropriate initial decision about, each problem presented to him or her as a doctor; (b) to plan and carry out, under appropriate supervision, the investigation, treatment or management of and rehabilitation after acute and chronic illness, and to participate in programmes for promotion of good health; (c) to apply knowledge ofscience and of logical method to the assessment of clinical problems and to continue to develop the ability to assess the reliability of evidence; (d) to develop knowledge and understanding of disease processes; (e) to maintain attitudes appropriate to the practice of medicine, which include respect for the dignity of the patient and concern for the relatives, awareness of the legal and ethical aspects of medical practice, together with appreciation of the importance and implications of professional confidentiality; (f) to be aware of the limitation of his or her own knowledge and skills and to be ready to seek help; (g) to continue to develop the capacities for self-education and self-audit;
(h) to learn effective and economic use of laboratory and other diagnostic and therapeutic services; (i) to learn safe practice in relation to radiation protection, blood products, body fluids and tissues in the ward and laboratory, and to have regard at all times to the safety of patients and health care workers, and (j) to gain experience in teaching others, effective teamwork, the management and administrative aspects of medical practice and the work of those bodies which plan, advise and assist with the organization and provision of health care in the community and in hospital. (b) Care of the dying patient: trainees should learn, from both specific teaching and the good clinical example of their consultants or general practical principals, about the special aspects of the care of the dying patient. These include the ability to listen to the patient, a sensitive approach to the patient's family, bereavement counselling and ethical considerations where a question of organ transplantation arises.
9. Prevention ofillness andpromotion ofhealth. The clinical setting is only one of several for these activities. Nevertheless trainees should be encouraged to recognize and take every opportunity for prevention of illness and promotion ofgood health, for example, by teaching patients about the social and medical consequences of sexual behaviour, and of the abuse of tobacco, alcohol or other drugs. Trainees should learn about the human life cycle, such as adolescence and ageing, and sexuality, to the prevention of illness and the promotion of health.
10. Teamwork. Trainees should learn to achieve good working relationships with medical and non-medical colleagues and to develop attitudes which contribute to the effective functioning of a multi-disciplinary team.
11. Evaluation of the quality ofcare. This involves activities such as assessment of the effectiveness of individual patient care, and in a wider context the commitment of health services resources. It can help trainees to recognize opportunities for making, when possible, a contribution to the progress ofmedicine and to new knowledge. Trainees should, as far as is practicable, participate in such evaluation where it is undertaken by the team of which they are members and be involved in audit of their own activities including the assessment of their own progress and training programmes.
12. Basic record keeping and information retrieval. Trainees should learn how to keep records and transmit appropriate clinical information, and to be familiar with information storage and retrieval systems. The importance ofprofessional confidentiality and the legal implications of data protection should be emphasized.
